With respect to paragraph 6 of Dr. L0vborg's letter, the solid phase was blocked with BSA and Tween as described. The assessment of the plates did not occur in only a few experiments. We worked with the Nunc plates using the complete ELISA procedure as described for many months before evaluating other types of plates.
Finally, the view held by Dr. L0vborg in paragraph 3 that detergent is a weak blocking molecule is open to question. Kenny and colleagues (1) have shown that the detergents Tween and Triton are stronger competitive blockers than BSA.
We feel that Dr. L0vborg's comments are unfounded in light of the misunderstanding of the use of the term "PBS-T." LITERATURE CITED 1. Kenny, G. E., and C. L. Dunsmoor. 1983 (1) .
Lawns of the organisms were spread over the surface of Columbia agar plates containing 10% horse serum. A disk was applied and the cultures incubated overnight. The results were as shown in Table 1 .
I concluded that, although the SPS test helped to exclude catalase-positive vaginal coryneforms and lactobacilli, it did nothing to differentiate true G. vaginalis from the atypical, catalase-negative "G. vaginalis-like" organisms from the vagina, which still remains the major problem in vaginal bacteriology.
I also compared the easier, direct application of a loopful of 5% SPS onto seeded lawns and found it to be as effective as prepared disks in producing zones of growth inhibition. The 5% solution of SPS proved stable for up to 2 months in a refrigerator and eventually obviated the chore of manufacturing disks for this test. The test conditions for the performing the SPS disk test were critical in our evaluation. Both the inoculum size and agar medium were very important. We found the test to work well only by using a suspension containing 108 CFU/ml for streaking the agar surface and by using brucella agar supplemented with 5% sheep blood. We tried Columbia agar with and without human or sheep blood and found that, although good growth of the organism was produced, small or absent zone sizes were seen. In addition, a positive test in our study required a zone size of >12 mm. A few other organisms we tested were inhibited but had smaller zone sizes. Because of these critical steps in the test, we are not surprised that the results obtained by Jones are different from our own.
We did not try to identify or separate G. vaginalis-like (GVL) organisms, as described by Bailey et al. (1) , from true G. vaginalis. Some of the strains we tested did not produce beta-hemolysis on V agar and may fit the category of GVL organisms they describe. We are not aware, however, of any clinical need to separate this group from true G. vaginalis, since GVL strains may simply represent a different biotype of the same species and have not been associated with a different disease syndrome. From our study, all other vaginal organisms that look like G. vaginalis can clearly be differentiated on the basis of the SPS and alpha-strep tests when our test protocol is followed.
Most experienced technologists are able to identify G. vaginalis from vaginal specimens on the basis of colony and Gram stain morphology, negative catalase, and negative oxidase tests alone. We still believe that the SPS disk test and alpha-strep test provide an excellent backup system when additional information is needed. How Common is Meningitis Caused by Anaerobic Bacteria?
We read with interest the article by Odugbemi et al. (3) in the February issue of the Journal of Clinical Microbiology. The authors suggest that meningitis caused by strictly anaerobic bacteria is an under-diagnosed condition. In Bristol we have been routinely culturing all our cerebrospinal fluids anaerobically for the last 12 years by inoculating a cysteine blood agar (5% horse blood agar supplemented with 0.05% L-cysteine) plate and incubating this in an anaerobic atmosphere with added carbon dioxide for 40 h. We present our results in Table 1 . At our laboratory we receive specimens from children and adults who have been treated in all the major medical disciplines with the exception of neurosurgery, and our data are therefore representative of the frequency of anaerobic meningitis in patients other than those with cerebral abscesses or other central nervous system abnormalities. Our single case of Bacteroides meningitis was not entirely unexpected. The patient was a 31-year-old woman with severe Crohn's disease who had multiple pelvic abscesses with communication to the subarachnoid space. Blood cultures and cerebrospinal fluid grew Bacteroides fragilis and anaerobic streptococci. Despite extensive treatment, she subsequently died. It is interesting that in neonates the presence of necrotizing bowel lesions or peritonitis is a well-recognized risk factor for meningitis caused by anaerobic bacteria (2). Odugbemi and his colleagues point out that Bacteroides meningitis is associated with chronic otitis media or cerebral abscesses; indeed, Bacteroides was the most common anaerobic bacterium isolated from a series of 46 patients with brain abscesses (1) .
Meningitis caused by anaerobic bacteria is a rare condition, and anaerobic meningitis in a patient in whom no risk factors can be identified is even rarer still. It might therefore seem reasonable for laboratories to perform anaerobic culture only on those specimens of cerebrospinal fluid from patients with identifiable risk factors. Alternatively, as such patients may not be easily identifiable by the laboratory, all specimens may be cultured anerobically, as is our practice, but in our experience the number of positive cultures is likely to be very small.
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